INTRODUCTION
On February 13, 2016, Justice Antonin Scalia was found dead in his room at a ranch in West Texas, where he was on a hunting vacation, with a pillow over his head.' It is possible that people die with pillows over their heads, but this was the most famous member of the U.S. Supreme Court, who was in good enough health to go on a hunting vacation and had shown few signs of illness to his hunting companions. That said, Justice Scalia was in his late seventies and had the kinds of preexisting medical conditions that made it probable that he had died of natural causes. Nevertheless, there was enough in the story to get conspiracy theorists riled up, and even our current President (then, candidate) said in response to an interviewer asking him about the possibility of something suspicious: "It's a horrible topic, but they say * Faculty at the law schools of NYU and Duke, respectively. For comments on multiple stages of this project, we are grateful to Joe Boatwright, Cindy Gardner, Tracey George, and Un Kyung Park. Katherine Boyles provided exceptional research assistance on a topic where the research material was hard to come by.
1.
See Nora Kelly, Why Wasn't Antonin Scalia Given an Autopsy?, ATLANTIC (Feb. 17, 2016), https://www.theatlantic.com/politics/archive/2016/02/antonin-scalia-autopsy/463251/ [https://perma.cclYZ52-FN2L] (highlighting the initial uncertainty regarding the placement of a pillow near Scalia's head); Judy Melinek, Justice Scalia's Unexamined Death Points to a Problem, CNN (Feb. 20, 2016, 9 :38 PM), http://www.cnn.com/2016/02/18/opinions/justice-scalia-no-autopsymelineklindex.html [https://perma.ccV32H-V5C8] (examining issues with the current system of death investigation). they found a pillow on his face, which is a pretty unusual place to find a pillow." 2 Yet, the death examiner, Cinderela Guevara-not a trained pathologist, but a local county judge-decided to forego the autopsy without visiting the scene because the county sheriff assured her that there was "no foul play," Justice Scalia's personal physician told the judge that the death was due to "natural causes," and the Scalia family requested that no autopsy take place. 3 Had, by contrast, Justice Scalia died in a hotel in Boston, Singapore, or Tokyo, there would have been a detailed investigation and an autopsy by a qualified pathologist. 4 That is, the kind of examination that those of us who watch crime shows on television assume happens in every case.
Putting aside the credibility of Alex Jones and other conspiracy theorists about whether President Obama or aliens were eliminating conservative Supreme Court Justices prior to the 2016 presidential election, 5 there exists a real question here, which is whether there needs to be a uniform system of professional death examinations across the United States. Currently, there are counties and states where decisions about autopsies and the issuance of death certificates are made by a local coroner who often needs nothing more than a high school diploma to run for election to the job of coroner. 6 In the nineteenth century, the coroner system predominated in the United States. Many but not all states shifted toward professional medical examiners in the twentieth
2.
See Gideon Resnick, Meet the Scalia Death Truthers: Was He Murdered by Obama or Aliens?, DAILY BEAST (Feb. 16, 2016, 12:01 AM), http://www.thedailybeast.com/meet-the-scaliadeath-truthers-was-he-murdered-by-obama-or-aliens [https://perma.cclY9AS-2QAT] (reporting on an interview with President Donald Trump by Michael Savage and on Alex Jones's conspiracy theories on the matter).
See Mark Berman, Texas Judge Defends Decision Not to Order Autopsy for Justice Scalia, WASH.
POST (Feb. 16, 2016) , https://www.washingtonpost.comlnews/postnation/wp/2016/02/16/texas-judge-defends-decision-not-to-order-autopsy-for-justicescalia/?utm_term=.91b61b0fb9a8
[https://perma.cc/M3VF-BSY9] (discussing criticism and conspiracy resulting from the decision not to perform an autopsy).
4. See Melinek, supra note 1 (discussing the independent death investigations conducted by medical examiner officers in urban areas). century. Members of the medical profession who work in this area have long expressed concern about the persistence of coroners today in certain states. 7 For them, the answer is obvious: the system should be run by highly trained, board-certified pathologists. 8 Our instinct is that the doctors are probably right. Given that there is significant variation across the states in terms of whether death examination offices are run by trained professionals or local politicians, we should, in theory, be able to empirically test the question of whether professionals or politicians do a better job of adjudicating death. It turns out that, although there are strong opinions about what the answer surely is, there has been little in the way of serious empirical work addressing this question. Our Article takes a first cut at looking at how one might do that analysis. The question of whether professionals or politicians are best suited for a given task is not unique to death examiners. There has, for example, long been a robust debate on the question of whether appointed judges (professionals) are better than elected judges (politicians). Politicians are likely to be more responsive to the immediate needs of the voting public; after all, they want to be reelected. But that also means that they are likely to be less independent. 9 If they believe that being hard on criminals is a good votegetting strategy, they are likely to do that. Indeed, research suggests
5.

7.
E.g., Melinek, supra note 1; see also 
8.
For example, Randy Hanzlick has argued that " [d] eath investigations may involve complex medical issues which require physician interpretation and judgment. Therefore, it is important that these death investigation systems-whether coroner or medical examiner-include appropriately educated and trained physicians with special expertise in the subject matter." Hanzlick, supra note 7, at 279. Similarly, in 2015, the National Commission on Forensic Science requested that "the Attorney General of the United States approve a policy that recommends that all offices, facilities, or institutions performing medicolegal death investigation activities be accredited by the year 2020," and stated that "[o]f the estimated 2,366 medicolegal death investigation offices in the United States, less than 100 are accredited by either the National Association of Medical Examiners (NAME) or the International Association of Coroners and Medical Examiners (IAC&ME that they are going to do that more when elections approach. 10 On the flip side, the professionals-the ones who have job security and cannot be removed except for extreme misbehavior-have little incentive to consider the preferences and needs of those who they are supposed to be serving. They are going to be more independent, which does not always result in what is good for society; they may use that independence to shirk their job obligations. These tensions between independence and responsiveness are familiar, and much debated, in the judicial context. Less attention has been paid to whether it is better to have professionals or politicians populate other key roles in the legal system, such as prosecutors, defense lawyers, and sheriffs, in addition to death examiners. We hope to add insight into this question through an examination of death examiners.
Many of us are familiar with death examiners only through television, from shows like CSI, Bones, and Body of Proof. There, the characters tend to be super doctors with unlimited resources to do whatever tests they want. Reality is different. The systems for death examination vary considerably across the fifty states. As noted earlier, in some states, a high school diploma suffices as the qualification to run for election to be a coroner (the politicians)." In North Carolina, until 1967, all that coroner candidates needed to do to be qualified was "to declare they had not denied the being of Almighty God or participated in a duel."
12 In other states, doctors are in charge of the investigations, but even here there appear to be issues; some doctors are not pathologists, while others are pathologists who never passed their board exams.
Death examiners do the first evaluation of a dead body and determine whether further investigation into the cause of death is warranted. This decision regarding whether to do additional investigation (an autopsy) and the quality of the subsequent investigation that is done if an autopsy is ordered can be important. The paradigm case is the circumstance where an otherwise healthy person dies suddenly in a prison lockup. The death examiner will be the one who typically has to make the decision regarding whether the 10. Epstein, supra note 9, at 220. (additional tests, etc.) . If done promptly and properly, an autopsy might, for example, show that the prisoner was beaten recently, leading to liability for the state and a political scandal. If not investigated quickly, the evidence might deteriorate and, indeed, be completely destroyed by a cremation. The question then is whether having a politician who faces regular elections, as compared to a professional with job security, in charge of the death examination process is more or less likely to result in a proper investigation of what happened. In cases where the death examination officer is a politician with close ties to the local police, there might be an incentive to avoid doing too much investigation.1 3 In contrast, one might also imagine that officials who face regular elections would be under constant pressure to perform wellparticularly if the local press was monitoring and reporting on suspicious events-and less susceptible to outside influence such as bribes or the desire to curry favor with the local police. The point is that, assuming we think that a process should be put in place such that suspicious deaths are investigated-and particularly so when they involve potential abuses by state actors-it is not clear whether elected politicians or appointed medical professionals would do better.
Autopsies can also yield useful information in other contexts, especially in terms of revealing undiagnosed illnesses and nonobvious errors in medical treatments.
1 4 There are significant public health benefits to knowing why people are dying; autopsies can reveal spreading diseases that public health officials might not have otherwise caught. 15 Autopsies, however, require the expenditure of resources. expensive and tend to demand expensive tests. A professional, as contrasted with a politician, might not be terribly concerned about spending taxpayer funds on autopsies which, to the extent they unearth a scandal involving state abuse, might result in taxpayers having to pay out even more to compensate for the abuse. Will death examiners who are elected to their positions-and thus are more responsive to taxpayer concerns-be more sensitive to costs and therefore be in the best position to make this tradeoff? Our initial goal with this project was to test the difference in performance between offices run by appointed medical professionals or elected coroners (who may not even have a basic medical degree, let alone be board certified in pathology). As noted, the strong sentiment in the literature is that medical professionals do a better job than local politicians. 1 7 This seemed plausible to us, but there is almost no empirical evidence that supports that claim. 18 And there are enough scandals involving the medical professionals who do death examinations to at least raise the question that they are not always doing the best job. 19 Our starting hypothesis is that, all else equal, offices run by professional medical examiners would make fewer errors and be less likely to be beholden to local political interests than coroners. In the alternative, the desire for professional qualifications may be overdone and, worse, driven by some combination of elitism and self-interest of the medical profession that has a strong influence at institutions, such as the National Academy of Sciences, that have been pushing for the 17. E.g., JENTZEN, supra note 6; Hanzlick, supra note 7. 18. See infra notes 25-30 and accompanying text (discussing the NPR and ProPublica studies). professionalization of the death examiner position.20 Maybe it is not that difficult to determine whether the circumstances of death are suspicious and warrant further investigation by a medical professional.
E.g., Radley Balko, The Fifth Circuit Turns Its Back on a Huge Forensics Scandal in
In what follows, we report on our findings. We should state at the outset though that our findings are limited by the sparseness of the available data. To the extent that we have persuaded readers that the underlying question of whether coroners or professional medical examiners perform better is an important one, our bottom line is that there is a desperate need for good data.
We focus initially on two measures of performance relevant for autopsies. First, we look at the number of death examiner offices in a state that are accredited by the National Association of Medical Examiners ("NAME"). 21 We conjecture that accreditation by the NAME is a proxy for the (high) quality of the death examinations that take place in the state. The greater the number of accredited death examiner offices in the state (which can include either a coroner or a professional medical examiner), the greater is the overall quality of death examinations in the state. Second, we look at the number of litigation events related to misconduct in an autopsy under state law. If the death examiner does a poor job, we expect that the chance of litigation arising from the low-quality autopsy or decision not to do an autopsy will be high.
We next look to the question of why any rational state would have anything but board-certified pathologists doing death investigations. A century ago, almost all states relied on nonmedical professionals-coroners-to conduct medical examinations of the deceased. Historically, coroners often served a nonmedical function, locating and determining the legal ownership of any found treasure trove. Commencing about a century ago, states began to shift toward 20 There are a number of potential answers. First, it may simply be local corruption. Politicians may use lower visibility positions to reward supporters or friends or family of a supporter. The little-followed coroner position may be an example of the type of position that is given as a reward. Politicians may either appoint a supporter to the coroner position or nominate the supporter as the party candidate in an elected coroner position. We predict that states in which there is greater corruption and a greater history of political patronage affecting the staffing of governmental positions will be more likely to have retained the coroner position and resisted the trend toward professional medical examiners.
Second, some states have a long tradition of not deferring to expertise but instead relying on more direct democracy to fill important governmental positions. Even if some degree of expertise is sacrificed, such states gain to the extent elected officials are more responsive to the preferences of citizens and reflect a preference in such states for direct democracy. We predict that those states that demonstrate a preference for direct democracy, in particular, those states with an elected judiciary (whether partisan or nonpartisan elections), will be more likely to also stay with the coroner system.
In what follows, we briefly describe the scarce literature that compares coroner and medical examiner systems and then move to some basic empirical tests using the available data. While the underlying questions about system design are important and interesting, the available data is so poor that it is difficult to come to informed conclusions.
I. BACKGROUND
The legal literature on death examinations is thin. One student note, from over a decade ago, noted the enormous variation across death examination systems in the United States, focusing in particular on the differences in required qualifications across the systems.
2 3 There are a handful of other articles discussing the value of resuscitating the common law procedure of death inquests (grand jury-like procedures to investigate deaths in certain circumstances), still used in places like Vermont and Missouri. The legal literature on death examinations ends there.
24
There has been slightly more interest in death investigations in medical-academic communities and in the popular media. Most relevant are a series of broadcasts, articles, and reports that NPR produced between 2011 and 2013, entitled Post-Mortem: Death Investigation in America. 25 In partnership with ProPublica, NPR conducted a quantitative study of coroner/medical examiner offices across the United States. 26 The study attempted to break down death investigations by the kind of professional performing each investigation and also sought to identify how many autopsies were performed versus how many autopsies might be expected. 27 One can quibble over whether the number of autopsies performed is a good measure of the quality of a death examination system-after all, the quality of the autopsies is a crucial variable here. That said, the gap between expected autopsies and actual autopsies, if it could be constructed credibly, would give us a good sense of the variation across systems in terms of whether investigations were even occurring. Unfortunately, extending NPR's research effort is not easy-autopsy data is not readily available and has to be collected by contacting individual death examiner offices. Of particular relevance to us, NPR's data was collected on very few of the coroner-only states, which means that the most important comparison of how coroner-only states were performing against medical examiner states could not be done in a meaningful fashion. The bottom line of the ProPublica also published a series of articles illustrating the problems with death investigations. 29 These articles highlight cases where the death investigation system has failed and point to the lack of uniform training and standards, as well as a national shortage of qualified pathologists to properly investigate each death that merits such an investigation.
3 0 There are also examples in popular news media of botched autopsies or entire coroner/medical examiner offices run astray. 31 These articles tend to highlight particularized and especially egregious examples of poor coroner/medical examiner performance without examining pervasive, systemic failures of the current death investigation system. 32 There are still other popular news stories covering more general failures of state crime labs. 33 Overall though, there is little in the way of systematic data collection or analysis about the death examination system.
II. DATA
To examine the coroner versus medical examiner question, we had to first construct measures of quality that could be used to compare the two systems at the state level. A more fine-tuned analysis would examine matters at the county level, but for this exploratory examination, we limited our analysis to the state level. Not being experts, we spoke to a number of medical examiners and coroners (some of the latter were also lawyers and judges) about what kinds of measures they would find to be credible indicators. Considering the caveat that they all warned us that data would be difficult to obtain, we posit that the following could act as proxies for death examination quality.
> Qualifications: Employees with better qualifications presumably do a better job. In theory, this measure could look at whether the pathologists doing the autopsies are board certified. Alternatively, this measure could focus on the fraction of the pathologists in that state who are board certified or whether the local offices are accredited by a credible national or international agency.
> Litigation: Better run offices presumably have fewer lawsuits brought against them relating to autopsieseither regarding the quality of a performed autopsy or the decision whether to perform an autopsy. One indicator of quality might be the number of lawsuits brought against death examiners in a state alleging errors in the death examination process (adjusted for the size of the population in the state) for a particular time period.
> Scandals: Even good offices make errors. But large and systemic problems-the kinds of events that make for news stories-are likely a sign of dysfunction. A possible indicator of office quality, therefore, is the number of major news stories in a particular time period regarding systemic problems in a local death examiner office. 34 > Scope: Some offices investigate deaths more extensively than others-that is, their threshold for what deaths are deemed suspicious is lower. Possible measures of this are the yearly expenditures of the office and the fraction of possibly suspicious deaths for which autopsies are actually conducted.
One could imagine even more intricate measures that would address specific concerns about having political actors running death 34. An alternate source of information here, which we are considering for future research, is ethics complaints against public officials. Most states have procedures that allow for complaints to be made against public officials, and there is often information about the substance of the complaints. examinations, such as the fraction of suspicious prison deaths that do not get investigated. One might also look at the fraction of initial autopsies where a second one-requested by family members or performed by an outside agency-concludes with a different result. We decided for the purpose of this Article to focus on the basic measures.
Of the four measures, we made progress in obtaining information related to the first two proxies for death examination quality listed above: measures of whether the offices in the state had been certified by a credible national agency and numbers of litigation events. We were unable to generate measures related to the latter two proxies. Systematic measures of autopsy-related scandals, based on a search from a subset of national news outlets, turned out to be difficult. Many stories relating to autopsy scandals do not make it to the national news, and comparing news stories from local outlets that vary enormously in quality and coverage is difficult. Finally, the scope measure was one that we were initially hoping to use based on the methodology used in the NPR and ProPublica study (including in particular the difference between actual numbers of autopsies and expected numbers of autopsies). However, it turned out to be difficult to obtain data on either the numbers of autopsies or the budgets of individual offices. There are no reliable published sources, and our attempts at contacting individual offices for information were unsuccessful. For future research, we hope to set up a more extensive research team to start collecting the kind of ground level data that we were unable to obtain in our initial attempts.
We obtained data on whether a state only has coroners (Coroner Only) or has either a mix of medical examiners and coroners or only medical examiners (Partial or Medical Examiner Only) from the work of Randy Hanzlick, the chief medical examiner of Fulton County (Georgia). 35 We also obtained data on the number of medical examiner offices in a state that are accredited by the NAME, as measured in 2016. We compared states directly based on NAME. Because the population of a state may affect the NAME number, we also compared states based on the NAME per million people in the population in 2010.
We obtained data on the number of autopsy-related litigation cases involving allegations of misconduct from January 1, 1950, to February 1, 2017, through searches on Westlaw and Lexis. Our search uncovered only those cases with opinions that appear in Westlaw or Lexis, so the search is likely underinclusive of all autopsy-related litigation. In addition, given that most of the public officials being sued 35. Hanzlick & Combs, supra note 7, at 871.
will have some kind of qualified immunity from suit,36 some of the claims may be getting dismissed early in the litigation process on immunity grounds and, as a result, may not appear in Westlaw or Lexis.
Nonetheless, to the extent that the number of cases without opinions is not correlated with Coroner Only compared with Partial or Medical Examiner Only states, our comparison provides an accurate depiction of the relative performance of Coroner Only and Partial or Medical Examiner Only states. Because the amount of autopsy litigation is correlated with the number of deaths in a state (which in turn is correlated with state population), we scale the number of autopsy litigation cases by the population of each state measured in 1950 (Autopsy litigation per million population in 1950).
III. ANALYSIS
As noted above, the ProPublica/NPR study collected data on a variable-the abnormal autopsy rate-that we thought would be a good preliminary indicator on the question we were interested in investigating. However, as mentioned above, the study did not collect data on enough of the Coroner Only states to provide meaningful evidence of the difference. Still, we report our analysis of their data to provide a sense of the direction in which their results point. Figure 1 reports a comparison of abnormal autopsy rates, defined as the difference between, actual autopsy rates and expected rates, for Coroner Only states, states using a mix of the Coroner and Medical Examiner systems, and states using the Medical Examiner system only. The NPR website explains:
The autopsy rate is calculated based on autopsies per 100,000 deaths. Then, using the CDC mortality data, ProPublica looked at the relationship between the autopsy rate and the rates of unintentional deaths and homicides. They found that the higher the homicide and unintentional-death rate in an area, the higher the autopsy rate tends to be. They used this relationship to compute an expected autopsy rate and then compared the expected autopsy rate and the actual autopsy rate to see whether counties and states performed fewer, more than or the expected number of autopsies, given their rates of unintentional deaths and homicides. 37
The bar graphs in Figure 1 show that the gap between autopsy and expected autopsy rates for Medical Examiner Only states is different from states with Partial systems (termed "Mix" in the Figure) and from states with Coroner Only systems. And, while the differences are not statistically significant, Figure 1 paints a distinct picture: other things equal, medical examiners perform more autopsies than coroners compared with the number of expected autopsies. As we observed with the ProPublica autopsy data, under each of our measures for the quality of medical examinations, we find evidence that coroners perform poorly compared with professional medical examiners. Coroners are correlated with both fewer absolute numbers of accredited medical examiner offices as well as fewer accredited offices per million in population. The difference between Coroner Only and Partial or Medical Examiner Only states is significant at the 10% level for the absolute NAME measure. The difference for the NAME per million population measure is significant at the 11.1% level, just beyond conventional levels of statistical significance. Likewise, we find that Coroner Only states experience higher litigation rates involving autopsies compared with Partial or Medical Examiner Only states. This difference is significant at the 10% level.
We next look to gain traction on the question of why a state might choose to stay with a coroner system. Specifically, we look to examine whether states that remain exclusively with the coroner system do so because of corruption or out of a preference for direct democracy, even at the expense of medical examination quality. As a measure of corruption, we utilize the ranking of states from the Center for Public Integrity in 2015. 38 The Center for Public Integrity gives each state a corruption grade based on its assessment of the state along a number of categories including political financing, electoral oversight, lobbying disclosure, executive accountability, legislative accountability, and judicial accountability, among other categories. We focus in particular on those states that earned an "F' grade in 2015, accounting for eleven of the fifty states. Table 2 reports on the comparison of Coroner Only and Partial or Medical Examiner Only states based on the incidence of "F' corruption grades. Note from Table 2 that half of the Coroner Only states received an "F' grade in 2015 while only 15% of the Partial or Medical Examiner Only states received an "F' grade. This difference is significant at the 1.6% confidence level. Put differently, the states using the coroner system are among the most corrupt in terms of government officials.
An alternative story for the use of coroner systems is that the populations for some states might have a strong preference for direct democracy. As a multivariate test of when a state shifted to either a partial or medical examiner only system, we estimated a series of Cox proportional hazard models for the first adoption of a professional medical examiner in a state, looking at state-year level data. The Cox proportional hazard model is a type of statistical survival model that relates the time until a specified event to various independent variables that may affect the amount of time until the event (such as the state population over time). For the independent variables in the Cox proportional hazards model, we include the log of the state population determined by the most recent census (so for 1964 we used the 1960 state population), as well as indicator variables for the judicial selection regime for state supreme court judges as a proxy for the state's In Model 1 of Table 3, note that the coefficients on Merit Selection and Appointment are both greater than one, indicating an increased probability of shifting to a professional medical examiner 39. These are explained in Choi, Gulati & Posner, supra note 9, at 297. 40 . As a historical matter, the choices of state judicial election systems have been far more stable than the choices about whether to use a coroner system. See id. at 303-04 (discussing the stability of the judicial selection systems). As a practical matter, the judicial regimes were almost all put in place prior to the shift toward a professional medical examiner system (and therefore may be treated as roughly exogenous for our purposes). According to Hanzlick and Combs, the shift toward the medical examiner system was occurring on a fairly steady basis from the 1880s until roughly the 1980s, when it slowed down considerably. See Hanzlick & Combs, supra note 7, at 872-73. compared with the base category of Nonpartisan Election states (significant at the 5% confidence level). This is consistent with a preference (as measured by the type of judicial selection system used) for direct democracy impacting how a state selects its coroners. Nonetheless, the differences between the coefficients for Partisan Election and Merit Selection and the coefficients for Partisan Election and Appointment are not significantly different from zero.
To test whether there is a geographic region effect, we remove the judge selection indicator variables and replace them with regional indicators for whether a state is a member of U.S. Census Region Northeast, South, or West, with the Midwest as the base category. Model 2 of Table 3 reports the results. None of the coefficients on the regional indicators are significantly different from zero. Thus, region itself does not explain the shift to a professional medical examiner system.
Lastly, Model 3 of Table 3 combines the indicator variables for the judge selection regime with the region indicator variables. As reported in Model 3, the indicator variables for the Merit Selection and Appointment regimes continue to be greater than one and significant, consistent with citizens from more election-focused states preferring to remain with the coroner system. However, as with Model 1, the differences between the coefficients for Partisan Election and Merit Selection and the coefficients for Partisan Election and Appointment are not significantly different from zero.
CONCLUSION
Despite the limited availability of data, we can make a few observations about coroner systems versus medical examiner ones. Generally speaking, the death examiner offices in coroner states perform fewer autopsies than they should, are less likely to be accredited by the major national organization, and generate greater amounts of litigation. Of these three measures that we report on, the accreditation number is perhaps the most meaningful. In theory, death examination offices run by politicians could do well on these scores, but our findings suggest that they do not. An alternative possibility, though, is that the accreditation system is run by the professional medical examiners and biased against the offices in coroner states.
The next question to ask is why states choose to remain with the coroner systems, despite the wide condemnation they have received. Two possibilities that we cannot dismiss are (a) that states with greater amounts of official corruption prefer elected officials doing death examinations, and (b) that these are states that, as a general matter, prefer direct democracy.
Our results do no more than begin to identify the differences between coroner and medical examiner systems in terms of quality. We hope to have shown, however, that it is worth investing in better data, so that scholars can begin to get some traction on answering these questions more thoroughly.
There are two lines of attack that could be usefully pursued. First, there is the cross-sectional data comparing states (and better, counties) in terms of the relative performances of their departments, controlling for variables that might capture local differences. Second, given that a number of states (and counties) have changed their systems in recent years-North Carolina, for example 4 1 -scholars can now do case studies of the individual county systems and compare the before and after results of the change. 
